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“The Webinar/Meeting you are about to participate or view
IS being recorded. As such, it becomes a public record and
IS subject to disclosure under the Public Records Act (PRA).
We ask that no client specific, confidential, or personal
iInformation be discussed. If you interact with the presenters
(e.g. ask questions, make comments, etc.) understand your
contributions become part of the public record. If you
choose to do so, it implies your consent to being recorded.”



Purpose of this training

* Exhibit C Section 5.3 & 5.5 of the Health Home Contract
states:
Consent: Evidence of a completed (updated when
applicable) and signed “Health Home Information

Sharing Consent Form”

* This guidance will create a streamline process for
completing the “Health Home Participation
Authorization and Information Sharing Consent form”



Timeline

* The Health Home team will start to score using this guide for
TeaMonitor and FFS monitoring in 2023 for the 2022 reporting period
* FFS —July 2022 to June 2023
* TeaMonitor —January 2022 to December 2022
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New Consent Form Guidance Document

DSHS/HCA has released new guidance around the Health Home Participation Authorization and Information Sharing Consent form to

better align with the contract language.

Achieving Washington State's Vision of Integrated Services

The Department of Social and Health Services and the Health Care Authority have collaborated
on the Health Home Program with federal partners since 2013, and have received strong support
from individuals, local health care providers, and advocates.

Washingten has targeted its demonstration to high-cost, high-risk Medicare-Medicaid enrollees
based on the principle that focusing intensive care coordination on those with the greatest needs
provides the greatest potential for improved health outcomes and cost savings. The positive
outcomes achieved by a previous State Chronic Care Management Program led Washington to
adopt a comparable model, organized on the principles of patient activation and engagement. In
the course of integrating care for enrollees across multiple delivery systems, Health Home Care
Coordinators are charged with engaging enrollees to set health action goals and increase self-
management skills to achieve optimal physical and cognitive health.

All Care Coordinators receive intensive training on how to develop the Health Action Plan and the
six Health Home services. Health Home seek to address complex health issues by offering:

* comprehensive care management;

= care coordination;

Care Coordinator
Links

* 2-Day Training Manual

Advanced Home Care
Aide Specialist
Training

Care Coordinator
Basic Training
Schedule

Care Coordinator
Toolkit
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https://www.dshs.wa.gov/altsa/washington-health-home-program



Health Home Participation Authorization Information Sharing Consent Form Guidance

Health Home Consent

Guidance

How to complete the form

Purpose

To create a streamline process for
completing the Health Home
participation authorization and
information sharing consent.

* To be considered a valid consent the following must be
completed. Pages 1 & 2 must be part of the beneficiary record

Page 1 — Health Home
Participation Authorization

Print name of beneficiary

*  Beneficiary name must be printed clearly

Print name of Health Home lead

*  Health Home lead name must be printed clearly

Signature of beneficiary or
beneficiary’s legal representative

* There must be a signature on this line

Date

*  The full date must be clearly written

Providing verbal consent

When it is not possible to get the
beneficiary’s signature prior to
services, the Care Coordinator {CC)
may explain or read the Health
Home Participation Authorization
form. The CC must clearly
document the interaction

*  Document in the beneficiaries file if they provided verbal
consent or not.

* Document name of person giving consent, the date consent
was given and if there were any witnesses. Also document how
the CC will follow up. For Example:

o Mailing a copy of the form with a return envelope for
the beneficiary to sign, or
o Mailing a copy to the beneficiary.

Note: Make sure to document on the form itself and in the notes.

Adolescent Beneficiary

If the beneficiary is between the

* Complete the Health Home Adolescent Information Sharing

ages of 13-17 you must fill out the Consent form

Health Home Adolescent

Infarmation Sharing Consent form

(this is in addition to the Health

Home Participation form)
This document serve a guide for documentation of Health Home Participation Authorization Information Sharing Consent. Please contact the Lead Organization for additional
documentatio r documentation requirements established within the agency.
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Page 1 Health Home Participation Authorization
it

Health Home Participation Authorization and
Information Sharing Consent

Participation Authorization

I,- agres to participate in the Health Moms program with

P

ame ol Heaka

e Lead

ammal Semtciary

Sgnature of banelcansy or bessficiary s ligal soseeiantatie Data

Information Sharing Consent

wour health infarmation is private and cannot be ghsen to ather people unisss you agres or applicable Washington State or fedaral
lawes alker the Infarmation to be shared. The providers/partrers that can get and see your health information must cbey all these
lavsis. This ks truse i your healeh infoarmation & on s computer system o on paper. n addition to laws that apply to all types of healts
information, specific laws provide greaber protection of informatian related to sexually transmitted dieases, mental health
treatment, and substance use disorder.

1 agree that rmy Health Home can obtaim all of my health information from the providers/pariners listed an this form to coordinate my
cane | also agree that the Health Horme and the prowiders/partners listed an this form may share ey health information with each
athver, and ather providers/partniars invabeed in managing my care. | understand this farm takes the place of any other Health =ome
Participation Authorizaticn and Informaticn Shiaring Comsent forms | may have signed before. | can change my mind ard take back my
consent at any time by signing 3 Health Home Fartkipation - Opt-Out/Dedine Seraces form and glving it to my sealth Home.

PLEASE NOTE: If yuur hualth recerds intluge any of the fullowing irformation, you must abo comglete this iectien 1o indude these neconds.

Rive my permitssion o disdose information about (please put initials next to all that agplyl:

Mental health HIW AIDS and 5TD tesk nesults, diagrasis, ar treatment

Mote: To give coreent for the release of confidential alcohol or drug treatment information yoa must complete a separate Release of

rifcemriation (RON) for Substance Wse Disorder {SUD] Sendoes form

Please Initlal the appropriate choice below.
This consent |5 valic as long as my Health Home needs my records for this program; ar

writil

a0 wmal

I may rewoke or withdraw this consent at asry time bn wiiting. but thart will not affect asry Information already shared.
A copy of this form provides my perméssion to share records.

w's daln of bink

Sgruature of bine Ty or bissfeiary's gl sasrbantativ Dite

Print nirmia o ligal o pradantativg (¥ agplicabls) Rulationgsip of ligel oo prokantative 16 bavificicy

List your prowiderspasiners on page o,
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Healtl

) Care Atthority !
Health Home Participation Authorization and
Information Sharing Consent
Participation Authorization

I, , agree to participate in the Health Home program with
Print name of benaficiary Prirt name of Health Home Lead

Signature of beneficiary or beneficiary's legal reprasentative Date

Make sure that the beneficiary’s name is printed clearly

Make sure that the Health Home lead name is printed clearly

There must be a signature of the beneficiary or the beneficiary's legal representative
There must be a date on the form

Make sure that it is the Lead entity is written, NOT the CCO under the name of the Health
Home lead



Providing Verbal Consent for Participation Authorization

e Document in the beneficiary’s file if they provided
verbal approval or not
e Document name of person giving approval, the date
approval was given with a return envelope for the
beneficiary to sign, or
o Mail a copy to the beneficiary

Note: Make sure to document on the form itself and in
the notes

..............

Health Home Participation Authorization and ——— L
Information Sharing Consent

Participation Authorization 1
L Sene. Dod agree to panticipate in the Heslth Home program win =y AL Life Care
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nformat Sharing Consent
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Adolescent Beneficiary
Consent Form

If the beneficiary is between the ages of 13-17 you must fill out
the Health Home Adolescent Information Sharing Consent form
(this is in addition to the Health Home Participation form)

Complete the Health Home Adolescent Information Sharing
Consent form and include in beneficiary file

Health Home — Adolescent Information-Sharing Consent

“fou heve bean enrolled into Haslth Homes. Your health care providers and ofhers involved in your care needto beableto talk
to each otherabout yourheslth needs and care. At times, your health records may include information about

Family planning services, suchas birth control and abortion
HIVAIDS

Sexuslly transmitted diseases (disesses you can get from having sex
Mental health medications and services

Chermical dependency sernvices

Since this type ofhealth information is private, the heslth care providers and others who have your health informetion cannot
give itto anyone unless you agree orthe law allows it. This is true whether your health information is on & computer system or
on paper.

By signing this consent, you are agreeing that the people you have identified on this form have pemission to view your private
confidential medicsl information and mayconsult with one snotherto help you manage your health care. This health information
may be from beforeor sfterthe date you sign this form. Your health records may have informetion aboutilinesses orinjuries you
have ormay have had before; test resuls, such as x-rays orblood tests; and the medicines you aretaking now orhave taken
before.

If you are age 13 years and olderand have been refemad to Health Homes, you will be asked to signthis form, whetherornot
this type of heslth information applies to you. If you donotsign this form, you will stillbe able to get Heslth Home senvices.

The lzws that apply to these heslth records include:
* Sexuslly transmitted diseases: Revised Code of Washington (RCW) 70.24.105
* Mental healih records: Revised Code of Washington (RCW) 71.06.620
s Chemical dependengy: 42 Code of Feders| Regulstions (CFR) Part 2

| sgree to sllow Health Homes to receive and share my heslth information with the health care providers and others listed
on this form as it applies to:

O Allmy client records, including reproductive hestth {i.e., birth control, pregnancy, abortiony, HIVIAIDS and sexually

transmitted disessa (STO) test results, disgnosis, ortrestment; mental heslth; and chemicel depandancy.

oR
Only the following records (check all that applyl:

O HIV/AIDS and STD test results, disgnosis, ortrestmeant

O Reprodudiveheslth

O Mental health

O Chemical dependency

O Cther(isty
| also agree that the heslth care providers and others listed on this form may share my heslth information with each other, and
cannot share it with amyonewho is notlisted on thisform. | can change my mind and take back my consent atanytime by
updating pege 2 of this form and giving it to my Health Home care coordinator. This will not affect any informeton already
shamrd. Initals:
Unless previouslyrevoked by me, the specific information above is valid untl:
O | amno longerpartidpsating in Heslth Homes.

O Cruntil (enterexpiration date).

Print name af cllant

Cham o l2gal rarasaniaivg's  signaura Dai

Srinl nama of 2 rapresaman: Razionsnip of 120d represaniEive 1 coan



https://www.hca.wa.gov/assets/22-855.doc

Optional disclosure for Mental Health, HIV/AIDS and
STDs

For the consent to be valid when the beneficiary health records include any mental health, HIV/AIDS or STD
information, this section must be complete

e Initials must be next to the mental health field and/or the HIV/AIDS and STD results, diagnosis, or treatment
field

Note — a check mark or a line across the box is NOT considered a valid consent

PLEASE MOTE: If your health records include any of the following information, you must also complete this section to include these records.

| give my permission to disclose information about (please put initials next to all that apply):

Mental health HIV/AIDS and STD test results, diagnosis, or treatment

Mote: To give consent for the release of confidential alcohol or drug treatment information you must complete a separate Release of

Information (RO} for Substance Wse Disorder (SUD) Services form.




Release of Information Form for Substance Use

Disorders

If the client would like a release of information for the care
coordinator to speak with the clients SUD treatment program
regarding progress, UA’s, etc there must be a separate release of
information

This release of information is ONLY to speak with the SUD provider
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Validity of Consent

e Either initial “this consent is valid as long as the Health Home needs my records of the program” or initial
“until” and print a clear full date (m/d/y)

e Note — acheck mark or line across the box is NOT considered a valid consent

Please initial the appropriate choice below.
This consent is valid: as long as my Health Home needs my records for this program; or

until

date or event

I may revoke or withdraw this consent at any time in writing, but that will not affect any information already shared.
A copy of this form provides my permission to share records.




Beneficiary Signature

* Beneficiary name must be visible and printed or typed in the document
* Print the beneficiary’s full date of birth. Example: 08/01/1990, August 01, 1990 or 8/1/90

* Beneficiary or beneficiary’s legal representative (if there is one) signs the information sharing consent portion
of the form

dang  OOE 3-1- 4D
Print pame of beneficiary Beneficiary’s date of birth
o Noo0 — T2l
Signature of beneficiary or beneficary’s legal representative Date
20 Jean Si Sher
Print narred legal representative (if applicable) Relationship of Jegal representative to beneficiary

List your providers/partners on page two.

HCA 22-852 (12/17) page 10f3



Providing Verbal Consent for the beneficiary or
beneficiary's legal representative

When it is not possible to get the beneficiary’s signature prior to services, the Care Coordinator (CC) may explain
or read the Health Home Participation Authorization form to beneficiary or their representative. The CC must

clearly document the interaction

e Document in the beneficiary’s file if they provided verbal consent
e Document name of person giving consent and date/time and if there were any witnesses and how the CC will
follow up. For example; mailed the form with a return envelope for the beneficiary to sign, or mailed a copy to

the beneficiary

Note - Make sure to document on the form itself and in the notes



Page 2 of the form:

Print name of Health

Home beneficiary:

List the name of participating providers/partners

Benefici Beneficiary
eneficiar )
] Y Withdraws
Gives Consent

Consent
Date Initials Date Initials

Past Care Coordination Org. (CCO)/Lead

Past CCO/Lead




Release of Information

* If thereis a past lead or CCO make sure to clearly write in their name

* List any and all providers/people/facilities/tribal representatives in the following lines that the beneficiary
would like to have the CC be able to share health information with

* Please note: if there is not a full date or initials of the beneficiary the release of information is NOT considered
valid




Release of Information

Do not write in generic provider categories such as ‘dental care provider’ or ‘primary care doctor.” A specific
provider name and/or specific treating clinic should be identified by the beneficiary

You may NOT use the following:

e Any Provider

e Any hospital

e No name at all

e Acronyms/abbreviations such as “CHI” or “MHS”
e “whoever needs information”



Adding or withdrawing consent for specific

providers/partners

 If the beneficiary chooses to add or withdrawal consent for
providers they may do so by filling out the consent form. For
adding a provider/partner use the “beneficiary gives consent
section of the form. If the beneficiary would like to
withdrawal consent, they must fill out the “beneficiary
withdrawals consent” columns on the consent form

14

* The beneficiary must also initial and date the consent for the
addition or withdrawal to be considered valid

Soane Dot

Print name of Health Home beneficiary:

List the name of participating proviaers/panners

Beneficiary
Gives Consent

Beneficary |
Withdraws
Consent

Date Initials | Date Initials
past Care Coordination Org. (CCO)/Lead AMO’“I DL L %4-2113D |
pastcCOflead SN GE Serv ot (323D |
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Correct Incorrect

I Tane Do TJane Doc.
List the name of participati Beneficary
mu v::::’ Ut the rame of /P Beneficiary m‘:z
Dote | initials | Date | Inials Gves Consmt Consent
Past Care Coordination g (cCO=ad A py € riprus @2 |TD Date | imtils | Date | Inftals
pastccofiead Sun i 56 Servi e ) ¥4 21[3ID Past Care Coordination Org. (CCO)/Lead 32 S D
O Wil SnackAn R (-243D Past CCO/Lead ™
ABC Clhuroprotic 2D Any  providec A
Sim Boe — pxobner LI2PD RSUSD Any Hospital (1§
Mo deen, Nouse. — Friend 123D ®32|SD (e \ 4
Providence Wealkn Systems ROUSo MHS X 11
-~ Dncologuw  Dept 323D Sisster ) (
= (‘aﬂ,g\_;n/&r‘
m”dwmhﬂnldnu_‘_
should includ: 1 of the Health and Consent
form in ordi pr the legal rel the
Paga20f3
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Withdrawing participation in the Health Home Program

The beneficiary may withdrawal the Participation Authorization for Health Home at any time they
chose. If available, the beneficiary will sign the Health Home Participation — Opt-Out/Decline Services
form

e The beneficiary will sign and date the form if they are available to do so

e Best Practice - If the beneficiary declines, the Care Coordinator will complete on the beneficiary’s
behalf and make sure to include in the notes that the care coordinator filled out the form on the
beneficiary’s behalf


https://www.hca.wa.gov/assets/22_853.doc

Beneficiary Information Sharing Consent Process

* Explain to the beneficiary on how their information and share process
will be used.

* Provide information that providers/partners will use the beneficiary’s
health information to coordinate and help the beneficiary’s health
care.

* Please see page 3 of the consent form for details regarding
beneficiary information sharing consent process



Reminders

e On page 2, a line down the page after first initial or first date is NOT considered valid
e A check mark instead of initials is NOT considered valid
e If thereis not a full date the release is NOT considered valid example
e Date must be filled out as follows:
o 01/01/2020
o January 1, 2020
o 01/01/20
o 20210921
e Beneficiary initials MUST be on each line that has an entity attached.
e The Health Home Participation Authorization must be filled out by the beneficiary to begin Health Home
services but the Information Sharing Consent form is optional. Note, if the Information Sharing Consent form
is not filled out the CC may not share information with any of the providers etc.



New Guidelines on Annual Revisit of Release of
Information

Beginning on January 1, 2022 the CC will be required to revisit the
release of information annually with the client

* Make sure that ROl is up to date
 All entities are still current or adjust as needed
* Add or remove entities

Document in file that reviewed with client and if updates or changes was
made

* Best practice is to take it to face-to-face visits and appointments to amend as
needed



Questions????

s




Resources, Contacts & Questions

Health Home email box HealthHomes@hca.wa.gov

DSHS website: https://www.dshs.wa.gov/altsa/washington-health-home-
program

HCA website: https://www.hca.wa.gov/billers-providers-
partners/programs-and-services/health-homes



mailto:HealthHomes@hca.wa.gov
https://www.dshs.wa.gov/altsa/washington-health-home-program
https://www.hca.wa.gov/billers-providers-partners/programs-and-services/health-homes
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